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Volume 59, Number 6S Abstracts 49S1.3; 1.1-1.6; P ¼ .01) and diabetes (odds ratio, 1.2; 1.1-
1.5; P < .05). Admission urgency and surgery class
(aortic, peripheral vascular, carotid or endovascular) did
not predict AKI. AKI patients had higher mortality (inpa-
tient: 20% vs 1%, 1-year: 34% vs 14%; P < .01 both).
Among AKI patients, mortality was increased even for
mild renal dysfunction (1-year mortality: risk 33% vs
injury/failure 36%; P ¼ .79). With AKI, lengths of stay
were longer (SICU: 8 6 8 vs 4 6 2 days; hospital:
20 6 15 vs 11 6 8 days; P < .001) and discharge
Cr was higher (1.47 6 1.15 vs 0.92 6 0.49 mg/dL;
P < .001).
Conclusions: AKI is common among vascular surgery
patients requiring SICU admission, regardless of admission
status or surgery class. All severities of renal dysfunction are
associated with signiﬁcantly worse outcomes. Further study
with identiﬁcation of early, modiﬁable risk factors, particu-
larly in elective surgery patients, may prevent AKI and
improve outcomes.
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Objectives: Factors affecting mortality after abdom-
inal aortic aneurysm (AAA) repair have been extensively
studied, but little is known about the effects of the shift
to endovascular (EVAR) vs open repair (OAR) and of
interhospital transfers on failure to rescue (FTR). This
study examines the impact of these factors on FTR after
elective AAA surgery from 1995 to 2011.
Methods: Patient demographics, comorbidities, hos-
pital volume, repair type, and patient transfer status for
491,658 patients undergoing elective AAA surgery were
collected using Medicare ﬁles. Primary outcome was
FTR: the percentage of deaths in patients who had a
complication within 30 days of surgery. Data were analyzed
using univariate and multivariate analysis.
Results: In parallel with shifts from OAR to EVAR,
overall FTR after AAA surgery decreased from 4.5 in
1995 to 2.2% in 2011 (P < .001), whereas FTR for
OAR increased from 4.4 to 5.7% (P < .001) and for
EVAR decreased from 2.1 to 1.3% (P < .001). FTR rates
were higher in low (one to two procedures/year) vs high
(>20 procedures/year) volume hospitals after either
OAR (6.1% vs 3.4%) or EVAR (2.4% vs 1.1%). FTR for pa-
tients who underwent AAA surgery and management of
their complication at their primary institution decreased
from 4.5 to 2.1% (P < .001) during the study time. Pa-
tients were more likely to be transferred if they hadcoronary artery disease, renal failure, pulmonary disease,
or needed OAR. Transferred patients experienced more
postoperative cardiac (9.0% vs 4.7%, P < .001), respiratory
(18.1% vs 12.7%, P < .001), and arterial complications
(8.1% vs 4.3%, P < .001). Transfer into high-volume hos-
pitals of clinically complex patients was associated with
decreased FTR (RR, 0.83; conﬁdence interval, 0.72-0.96;
P ¼ .003).
Conclusions: The success in AAA surgery of
rescuing patients from 30-day mortality after complica-
tions has signiﬁcantly improved during the last 12 years
as a result of the increased volume of EVAR. Clinically
complex patients were less likely to incur complications
and mortality if they were treated in high-volume
centers.
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Objectives: Cerebral hyperperfusion syndrome (CHS)
is a life-threatening complication of carotid endarterec-
tomy (CEA). The changes in the middle cerebral artery
velocity (MCAV) are used to predict the occurrence of
CHS, but the accuracy of this measurement is limited.
Therefore, we aimed to identify the relationship be-
tween the increase in blood pressure (BP) in the early
stage after surgery and CHS occurrence. Additionally,
we aimed to combine the change in MCAV and the in-
crease in BP in the early stage after surgery to create a
more precise parameter to predict the patients that are
at risk for CHS.
Methods: A prospective study was held from October
2010 to January 2013, and 185 patients were recruited.
Patients were classiﬁed according to the occurrence or
absence of CHS. The velocity systolic blood pressure in-
dex (VSI) was calculated from the postoperative increase
ratio of the MCAV and systematic blood pressure crossing
the CEA. The postoperative increase ratios of MCAV
(VR), for predicting CHS occurrence were also calcu-
lated. The prediction powers of these different calcula-
tions for CHS were compared. The sensitivities,
speciﬁcities, positive predictive values, and negative pre-
dictive values of these measurements were calculated. A
receiver operating characteristic analysis (ROC) was
performed.
Results: Eleven cases of CHS were diagnosed. A
best-ﬁt cutoff point of 1.7 for VSI was identiﬁed, which
had 100% sensitivity and 84% speciﬁcity. This result
is signiﬁcantly better than the traditional parameter,
VR. The sensitivity of VSI is four times higher than
that of VR. The area under the receiver operating char-
acteristic curve was 0.934 for VSI and 0.872 for VR
(P ¼ .008).
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agnose CHS in patients after undergoing CEA under gen-
eral anesthesia. However, this observation needs to be
validated by other larger studies.
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Objectives: The aim of this study is to analyze read-
missions and their associated hospital costs after common
vascular surgeries at a single institution.
Methods: Patients undergoing open or endovascular
abdominal aortic aneurysm repair, aortoiliac revasculariza-
tion, or infrainguinal revascularization from 2010 through
2012 were retrospectively evaluated. We compared 30-day
and 90-day readmission rates and costs by procedure
group, tabulated reasons for readmission, and identiﬁed
preoperative and perioperative risk factors by univariate
analysis. Parametric or nonparametric methods were used
as appropriate.
Results: We analyzed 219 cases, which had a 30-day
readmission rate of 16.9% and 90-day readmission rate of
27.4% (Table). Median readmission costs were $10,700.
The most frequent reasons for readmissions related to
the procedure were surgical wound complications (60%),
graft occlusion (14%), and renal insufﬁciency/failure
(8%), bleeding (5%), and endoleak (5%). Risk factors for
readmission included hyperglycemia on discharge, periop-
erative transfusion, preoperative open wound, dialysis,
chronic obstructive pulmonary disease, and functional
dependency.
Conclusions: Vascular surgery readmissions occur
at a rate of 27.4% at 90 days and have an associated me-
dian cost of $10,700 per readmission comprising an
additional 38.6% beyond the index admission cost. Pre-
vention of surgical wound complications and vigilance
to ensure that open wounds and chronic comorbidities
are well managed as patients leave the hospital should
be the focus of interventions aiming at reducing
readmissions.Table. Readmission rates and costs by procedure
Procedure
Median index
costs ($000s)
Readmission, %
Median readmission
costs ($000s)#30 day #90 day
eAAA 38 14 21 18
oAAA 42 13 13 1.4
eAIR 18 19 25 23
oAIR 29 29 29 3.3
eIIR 18 9 32 9.7
oIIR 25 24 41 10
Total 27.7 16.9 27.4 10.7Author Disclosures: D. L. Davenport: Nothing to
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Objectives: Iliac injury is a devastating and potentially
avoidable complication of endovascular aortic intervention.
To our knowledge, this study is the ﬁrst investigation of de-
mographic, anatomic, and device factors related to iliac
injury in vascular surgery patients.
Methods: We retrospectively examined 1859 endo-
vascular aortic interventions and found 42 iliac injuries,
including 21 ruptures. Demographic, anatomic, and device
data were extracted from these patients and a cohort of 200
case-matched control patients derived from the group of
uninjured patients. Anatomic data includes centerline and
straight distance measurement of the iliac system from
the aortic bifurcation to the inguinal ligament. The ratio
of the two (“tortuosity index”) was calculated. Additional
data includes midpoint and narrowest diameters in the iliac
system along with the most acute angle. Each measure-
ment was taken for the side through which the main
body was introduced (“device side”) and the contralateral
side.
Results: Demographic factors associated with injury
were female gender (P < .001) and non-Caucasian race
(P ¼ .028). None of the examined comorbidities were
associated with iliac injury. Increasing sheath size was asso-
ciated with injury (P < .001). Device-side anatomic factors
associated with injury were decreasing iliac midpoint (P ¼
.002) and narrowest diameters (P < .001). Contralateral-
side anatomic variables associated with injury were iliac
centerline distance (P ¼ .030), decreasing midpoint
(P < .001), narrowest diameters (P < .001), and angularity
(P ¼ .036). Injury is associated with inpatient death
(P < .001), with iliac rupture conferring an odds ratio of
15.3 (P < .001).
Conclusions: Iliac injury is associated with death on
the index admission. Female gender, non-Caucasian race,
large sheath sizes, and iliac occlusive disease and angularity
are associated with iliac injury. These ﬁndings should be
prospectively evaluated along with interventions to reduce
injury.
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